
HE ALTH E XAMINATION GUIDE L INE S
FOR ENTR Y INTO

MALAYS IAN HIGHE R E DUCATIONAL INS TITUTIONS

1. PLE AS E R E AD THE INS TR UCT IONS CAR E FULLY BE FOR E F ILLING IN THE FORM.

2. P LE AS E F ILL IN THE FORM IN E NGL IS H LANGUAGE .

3. P LE AS E WR ITE IN CAP ITAL LE TTE R S .

4. THIS FORM HAS 4 S E CTIONS :

(a) S E CT ION 1 (PAR T A AND B) TO BE F ILLED BY THE CANDIDATE S ; AND

(b) S E CT ION 2, 3 AND 4 TO BE F ILLED BY THE E XAMINING DOCTOR

5. PLE AS E COMPLE TE ALL THE TE S TS R EQUIR ED IN THIS FORM.

6. THE UNIVE R S ITY / COLLEGE ONLY ACCE PTS ME DICAL E XAMINATION DONE W ITHIN

60 DAYS BE FOR E R E G IS TR AT ION OR W ITHIN 30 DAYS AFTE R R E G IS TR ATION.

7. P LE AS E ATTACH ALL THE OR IG INAL LABOR ATOR Y R E S ULTS .

8. P LE AS E BR ING ALONG CHE S T X-R AY F ILM AND R E POR T FOR R E G IS TR AT ION.

9. P LE AS E E NSUR E THE X-R AY FILM IS L AB E LLE D W ITH YOUR NAME AND DATE TAKE N

(IN ENGLIS H).

10. CHE S T X-R AY DONE WITHIN 6 MONTHS PR IOR TO R E G IS TR ATION CAN BE

ACCE PTED.

11. THE UNIVE R S ITY/ COLLEGE R E S E R VE S THE R IGHT TO R E PEAT FULL ME DICAL

CHECK-UP OR ANY S PE C IF IC LABORATOR Y TE S TS SHOULD THE R E BE ANY DOUBT

IN THE ME DICAL R E POR T S UBMITTE D. ALL COS TS INVOLVED SHALL BE BORNE BY

THE CANDIDATE S .

12. THE UNIVE R S ITY/ COLLE GE R E S E R VE S THE R IGHT TO R E J E CT ANY APPLICAT ION:

(a) BAS E D ON THE R E S ULTS OF THE HEALTH E XAMINAT ION; OR

(b) S HOULD THE R E BE ANY E V IDE NCE THAT THE APPLICANT HAS G IVEN FALS E

INFORMATION IN THE HEALTH EXAMINAT ION R E POR T OR ANY S UPPOR TING

DOCUMENTS .
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HE ALTH E XAMINAT ION R E POR T
FOR INTE R NATIONAL S TUDENT

PLE AS E US E CAP ITAL L E TTE R S

S E CTION 1 (To be completed by candidate)
(PAR T A)

FULL NAME (AS IN P AS S POR T)

INTE R NATIONAL PAS S POR T NO.

NAT IONAL ITY CONTACT NUMB E R

DATE OF B IR TH AGE S E X MAR ITAL S TATUS
MALE S INGLE

D D M M Y Y FEMALE MAR R IE D

AC ADEMIC YE AR S TUDE NT ID

PROGR AMME OF S TUDY PROGR AMME CODE

NE XT OF K IN

NE XT OF K IN’S ADDR E S S

NE XT OF K IN’S CONTACT NUMB E R .

/

Passport size
photo

N I L A I  U N I V E R S I T Y  C O L L E G E
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S E CTION 1
(PAR T B ) – Please tick ( ) in the relevant box

Declaration of self and family illness. Explain in full if you or your family has any of the following illnesses.
* Immediate family refers to father, mother, brothers / sisters

S E LF IMMEDIATE
FAMIL YME DICAL PROB L EMS

Yes No Yes No
If “ Yes ” pleas e s tate.

1. Congenital or inherited disorder

2. Allergy

3. Mental illness

4. F its , stroke, other neurological disease

5. Diabetes Mellitus

6. Hypertension

7. Heart or vascular disease

8. Asthma

9. Thyroid disease

10. K idney disease

11. Cancer

12. Tuberculos is

13. Drug addiction

14. AIDS , HIV

15. His tory of surgery

16. Other illnesses

Current medication (Long term)

____________________________________ ____________________________________

____________________________________ ____________________________________

IMMUNIZAT ION HIS TOR Y
(where applicable)

DATE IMMUNIZE D

1. Yellow Fever

2. BCG

3. Meningitis (Quadrivalent)

4. Hepatitis B

5. Others :

I hereby certify that the information given above is true. I understand that my application will be rejected
if there is any false information given.

Date S ignature of candidate



3

S E CTION 2 - PHYS ICAL E XAMINATION
To be filled by examining doctor

1. B AS IC ME ASUR EMENT

HE IGHT : __________________ m BLOOD PR E S S UR E : ______________ mmHg

WE IGHT : __________________ kg PULS E R ATE : ______________ / min

VIS ION TE S T : Unaided : (R ) _______ (L) ________

Aided : (R ) _______ (L) ________

COLOUR VIS ION TE S T :

NORMAL / ABNORMAL

2. GE NE R AL E XAMINAT ION

ITEM YE S NO COMMENT

a. DE FORMITIE S

b. PALLOR

c. CYANOS IS

d. JAUNDICE

e. OE DEMA

f. S K IN DIS E AS E S

3. S YS TEMIC E XAMINAT ION

ITEM NORMAL AB NORMAL COMMENT

a. E YE S (including funduscopy)

b. E AR S

c. NOS E

d. OR AL CAVITY / THR OAT

e. NE CK

f. HEAR T

g. LUNGS

h. ABDOMEN / HE R NIA OR IF ICE S

i. NE R VOUS S YS TEM

j. ME NTAL CONDITION

k. MUS CULOS KE LE TAL S YS TEM
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S E CTION 4 - CE R TIF ICATION B Y THE E XAMINING DOCTOR

P lease tick ( ) in the appropriate box :

I certify that I have on this date ___________________ examined

Mr / Ms ___________________________________ Passport No. ____________________

and found him / her :-

Date : S ignature of Doctor :

Name of Doctor :

Qualification :

Hospital/C linic :
R egistration Number

Official stamp :

_________________________________________________________________________

R emarks By Univers ity Official :

IN GOOD HEALTH

HAVING THE FOLLOWING MEDICAL COMPLICAT ION(S ) (P lease S tate)

____________________________________________________

____________________________________________________

____________________________________________________

UNDE R GOING TR E ATMENT FOR : (P lease S tate)

____________________________________________________

____________________________________________________

____________________________________________________


